MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -H3— 047647

DEPARTMENT OF PUBLIC HEALTH AND WELFARE IOD3 046 STATE FILE NOWBER
PO NOT WRITE NDED Registration District No. ey -‘3.1.8_‘?nmary ‘Registration District No. ¥ __ RegistrarsNo. ____ _____________

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE. (Whera daceased lived. If institution: Residence before
a. COUNTY a. STATE mss ib COUNTY ’ L. admission)
b. C|TY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

- R

Town St., Louis : 3 days 1w St. Louis. ' Yol No O

c. FULL NAMEogF (If NOT in hospitat, give location) Inside’ Limits d.»Sg,RDEEE‘IéS B ) “(if cumdo, give location) Reside on Farm
R

?&%‘c"rﬂm'fou DePaul Hospﬁ.‘ta:l. Yes & Ne [J 5h333 Gilmore Yes [ No B

3. NAME OF DECEASED First Middle Last 4, DATE ~ 77 Month Day Year
{Type or print) OF

- JOSEPH R IBISER DEAT™H - Aprdl 8

5. SEX 6. COLOR OR RACE 7. Married [ Never Married [] 8. DATE OF BIRTH | 9 AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

male . white Wldowud 0 Divorced [ 6 /22 A906 56 years Months | Days | Hours Min.

10a. USUAL-OCCUPATION (Glve kind of work done Iob KIND OF BUSINESS OR’INDUSTRY .BIRTHPLACE (City andstate or country) | 12.*CITIZEN OF WHAT COUNTRY
during most of workm life, even if retired).

copper smit - issonrd | O, S, -91
13a. FATHER'S NAME =~ 13b, MOTHER'S -MAIDEN NAME - . 14. NAME OF HUSBAND OR WIFE"
—John Gibiger | Eatherine Gibiser

15, WAS DECEASED EVER IN U.5. ARMED FOQT"" - . . ’ Tttt T Address " -

{Yes, no,ﬁ \mknown)l {If yes, give war or date
Ka.ther:i.ng Gibiger - Sh33a Gil

VS 300
Rev. 4/59

"~ DATE AMENDED

18. CAUSE OF DEAYH (£ntar only one cause INTERVAL BETWEEN

per i or (a), (b), and
PART |. DEATH WAS CALISED BY: % gtm E“L ONSET AND DEATH
IMMEDIATE CAUSE (a) . \ ﬁ—d-k__a m

DOCUMENT

adenocarcinoma o colo{ﬂuw_“ J
Conditions, 1 any, DUE TO (b) ma’ ib"‘“ C\“

which gave tlut-iia
ashave cause (2),

stating tha under- / s 3 g
lying cause [ast. BUE TO (¢} :

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TCO DEATH but not relsted to the terminal PART {l1). If deceased was female was
disease condition given in PART 1 (a) there a pregnancy in last 90 days.

|DYus | O Ne I 0 Unknown

19. WAS AUTGPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b- DESCRIBE BOW INJURY OCCURRED. (Enter nature of infury in PART | or PART 11 of item 18.)
PERFORMED' jm] a O
YES [J NOM

20c. TIME OF Hou Month, Day, Year

INJURY a.m.
P,

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (3 © farm, factory, street, office bidg., etc.)

NOT WHILE AT WORK [J . N . (;‘[ -y ..\ i\ (:‘ ‘
1. 1 attended the deceased frum QXJ\ L‘ \ﬁ e : \‘\"X' 0 ‘ ' :11); last ‘@i“ on %:T\.fw = h L { T ta 3

Death occurred A/—.— 3 . ahc = _m on the date stated above, and to the best of my k’nowledga, from the causes stated.

| TR S T hdT oS0 [ Buare Bt |Boils

23a. BURIAL, CREMATION; | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county)

REMOVAL (Specify) April 11,1963| New Bethlehem

O:

‘AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

24. FUNERAL DIRECTOR

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

A} .- -

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student, | ﬁ

Licensed Embalmer No. ’{— Q?S

P. O. Address Iﬂ'p‘- 7\%1% -

. .Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so .stated above.

Signaturs of Student Embalmer




